TZD use (58.6% vs. 5.8%; p<0.0001), lower triglycerides (121.6 +/− 61.3 vs 144.6 +/− 77.9; p=0.005) and lower CRP (0.3 +/− 1.3 vs. 1.0 +/− 1.3; p<0.0001). Cox regression models demonstrated that compared with those in the lowest quartile of adiponectin, those in the highest adiponectin quartile had an increased hazard of death with a fully adjusted hazard ratio of 4.0 (95% CI 1.7, 9.2); p-value=0.0003 for trend across quartiles of adiponectin level (Table 1) . These results remained consistent when the analysis was stratified by age, gender and TZD usage and after excluding those subjects who died within one year of adiponectin sampling. We conducted a secondary analysis in a sample of 464 participants for whom we were able to calculate change in weight predating the adiponectin measurement. After adjustment for weight gain or loss of more than 10% of body weight, the association between adiponectin and higher mortality remained significant with a fully adjusted hazard ratio of 3.1 (95% CI 1.2, 7.9); p=0.01 for trend across quartiles of adiponectin level.
CONCLUSION: Higher adiponectin level was associated with higher allcause mortality in a cohort of elderly people with type 2 diabetes. Patients assigned to receive inpatient treatment were admitted to the hospital, with their readiness for hospital discharge autonomously determined by their treating physicians. The primary outcome was symptomatic, objectively confirmed, recurrent venous thromboembolism (VTE) within 90 days; secondary outcomes were 90-day mortality, major bleeding at 14 and 90 days, and medical resource utilization (i.e., hospital bed-days). We compared the percentages of outpatients and inpatients that experienced recurrent VTE, death, and major bleeding. Non-inferiority was defined a priori as an exact upper 95% confidence interval (CI) limit of less than 4% for the difference. We analyzed data according to the intention-totreat principle.
RESULTS:
Overall, 1 (0.6%) of 171 patients randomized to outpatient care and 0 of 168 patients randomized to inpatient care developed recurrent VTE within 90 days (P=0.001; 95% upper CI limit=2.7%). Only 1 (0.6%) patient in each treatment arm died within 90 days (P=0.005; 95% upper CI limit=2.1%). Within 14 days, 2 (1.2%) outpatients and 0 inpatients had major bleeding (P=0.001; 95% upper CI limit=3.6%). Collectively, these results support non-inferiority for recurrent VTE, mortality, and major bleeding. Within 90 days, 1 additional outpatient developed major bleeding, totaling 3 (1.8%) outpatients and 0 inpatients with this outcome (P=0.086; 95% upper CI limit=4.5%); although the 95% upper CI limit slightly exceeds our non-inferiority threshold, this third bleeding episode occurred on day 50 and was not temporally related to the initial use of enoxaparin or randomization to outpatient treatment. Outpatients had a significantly shorter length of stay than inpatients (0.5 vs 3.9 days; P<0.001).
CONCLUSION:
In low-risk patients defined using the PE Severity Index, outpatient treatment with low-molecular-weight heparin is feasible, is not less effective or safe than inpatient treatment, and provides a substantial reduction in health care resource use. population-based weighting was used to obtain adjusted estimates.
RESULTS: Overall, 92.4% reported having someone who provided emotional support and the mean number of close friends was 7.7. After adjustment for age, gender, race/ethnicity, time since diabetes diagnosis, and last visit to a doctor (≤1 vs. >1 year), reported emotional support was associated with higher MAP in those with lower income and with lower MAP in those with higher income (see below). A similar pattern was seen for social network, with a greater reported number of close friends being associated with lower MAP among those with higher income. The effect modifications observed for blood pressure and emotional support by income were strongest in persons with diabetes who were male, white, and/or reported no outside financial support.
Older persons with diabetes in the United States have relatively high levels of social support overall. Having a larger and more supportive network appeared to be beneficial for blood pressure control among those with higher income. The observed association of worse blood pressure control among lower-income individuals with greater emotional support, particularly among those without outside financial support, suggests that the emotional support received by those with fewer resources may increase stress (e.g., inability to act upon health advice due to lack of access) and/or may lead to health behaviors that worsen hypertension (e.g., poor dietary choices in social situations). Those with fewer resources may require greater, more material support to control their blood pressure.
Further study of the mechanisms by which social support influences blood pressure control among poor elders with diabetes is needed. significantly associated with a higher fraction of the total interaction spent discussing pain. Pain severity was only related to time spent discussing pain when continuity was absent.
Characteristics and Predictors of
CONCLUSION: Pain is a frequent and significant topic during primary care interactions involving low-income black patients. Continuity of care, pain severity, and physical function are significantly associated with these discussions. Direct observation can provide important data for evaluating the content and quality of pain management in primary care. (Table 1) . Patients in the disposable pen group also had significantly lower total and diabetes-related healthcare costs during the follow-up period (Table 2) . BACKGROUND: Sore throat is a common problem in primary care settings. Our project focused on improving the efficiency and costeffectiveness with which we diagnose and treat patients with sore throat. At baseline, our providers received no specific direction about the most efficient care processes or diagnostic and therapeutic approach. Based on evidence-based practice guidelines, we defined areas for quality improvement including specific measures, and developed, implemented, and assessed a local practice guideline for sore throat.
METHODS:
We used encounter diagnosis codes to identify a cohort of patients with possible Group A beta hemolytic strep (GABHS) pharyngitis. We collected data from our Electronic Health Record (EpicCare) for each patient in the cohort including date of index encounter; date of any encounter in the 7 days following the index encounter; age at time of index encounter; and all diagnostic and therapy orders.
RESULTS:
We provided care for sore throat to about 350 patients per calendar quarter. The baseline use of throat culture was 55%, rapid streptococcal antigen test (RSAT) was 70%, and there were BACKGROUND: While often used as proxies for health care quality, performance of processes of care (POCs) may not be associated with improved survival for patients with community-acquired pneumonia (CAP). Our objective was to assess the association between mortality and 4 evidence-based POCs for patients hospitalized with CAP.
METHODS:
We studied 2076 patients with clinical and radiographic evidence of CAP directly hospitalized from 32 emergency departments in PA and CT in calendar year 2001. All patients were part of a cluster-randomized trial to assess the effectiveness of guideline implementation in increasing the performance of 4 POCs at presentation (i.e., assessing oxygenation, performing blood cultures, and rapidly initiating and appropriately selecting antibiotic therapy). We followed 2062 (99.3%) patients for 30 days to assess all-cause mortality. We used hierarchical multiple logistic regression modeling to assess the association between mortality and the individual and total number of POCs performed (i.e., 0-2, 3, or 4), controlling for severity of illness at presentation with the Pneumonia Severity Index and other patient, provider, and site characteristics. BACKGROUND: Screening for colorectal cancer (CRC) has been shown to reduce CRC associated mortality by 14%. We aimed to assess predictors of CRC screening in Switzerland, a country with a health care system combining fee forservice and universal coverage.
RESULTS:

METHODS:
We designed a retrospective cohort study including patients followed in the departments for ambulatory care of university hospitals in As patients could seemore than one physician during the review period, we defined the main physician as the one the patient had the most visits to. Data were abstracted from medical charts and analyzed by multivariate logistical regression using a multilevel generalized linear model. To account for clustering by the 4 sites,we treated each primary care center as a fixed effect.
RESULTS:
Of the 940, 338 (36%) patients had an appropriate CRC screening test (51% by CS, 46% by FOBT, 3% by sigmoidoscopy). Their mean age was 64 years, 43% were women, 53% married, 39% employed, 40% retired and 21% either freelance, unemployed, or under social aid.
Most of the patients' consultations (89%) were performed by residents in Osteoporosis was defined as DXAT score of −2.5 or less in the spine, total hip or femoral neck.
The mean age and weight of the study patients were In logistic regression analysis, the diagnosis of osteoporosis was significantly associated with the presence of CHF after adjusting for confounding factors including age, weight, smoking and alcohol status,and above-mentioned co-morbidities and medications RESULTS: Of the 3665 papers retrieved, 121 met inclusion criteria.
Eighty-seven (72%) were US studies. Medical students were the primary subjects in 79% of the included studies, followed by residents (18%) and practicing physicians (3%). The most represented organ systems were cardiovascular, musculoskeletal, gynecological, and general (multiple organ systems or comprehensive PE). Sixty-six (55%) studies included control groups; most other studies used a single group with pre and post measurements or post-only measurements. Major categories of educational interventions included simulation with either standardized patients (SPs) acting as patients or patient-teachers, simulation of aspects of PE with the use of machines (such as recordings of heart sounds or plastic genitourinary models), teaching based on actual patients seen in the hospital or clinic, and peer examination or tutoring.
In most studies the intervention included more than one of these methods. Psychomotor skills and knowledge acquisition were the most common competencies targeted; seventeen papers (14%) were judged to teach PE in the "synthesis" realm.
CONCLUSION: This systematic review found many examples of innovative PE curricula, with the majority of studies including comparison with a control group. Despite growing recognition that physicians must be competent in applying the PE to make optimal patient care decisions, we found a lack of curricula aiming to teach PE "synthesis" -only 14% of studies in our analysis targeted this domain.
Heterogeneity in the interventions as well as outcome measurements makes it difficult to recommend one curricular intervention over another. We suggest that higher quality studies of PE teaching, particularly in the realm of synthesis, will allow for the identification of best practices in this area. METHODS: An online and paper survey was provided to dedicated UTI prevention RNs, unit managers and unit staff with expectations to complete the survey. The survey included frontline health care providers responsible for obtaining urine cultures from patients suspect for UTIs.
Regional Variation in
Questions included nationally accepted standardized methods for obtaining specimens, aseptic technique and documentation of specimen type and transport of the sample to the lab.
RESULTS:
We had a total of 210 respondents for the survey. Four specimen labeling questions on the survey identified that 72% of all respondents would not label the specimen correctly; including such as a specimen from a foley catheter, a straight cath, a bagged specimen or the current antibiotic therapy for the patient at the time of urine culture.
9% of respondents reported they do not complete the technique of obtaining a urine sample in an aseptic manner. 13% thought that it was acceptable to take a sample from a foley bag and 66% indicated that they would obtain a sample from the foley bag if it was a newly inserted foley. 19% claimed that they would obtain a sample from a new bedpan and 4% said they would obtain a urine culture sample from a cleaned bed pan. For patients who were assessed to be unable to collect a clean catch mid stream urine culture sample, 19% indicated they would not obtain a straight cath order from a physician, but instead have the patient collect the sample themselves and then send it for testing. She was referred to hematology where a bone-marrow biopsy was offered, which she refused. Further workup yielded negative malaria antigen, leishmania, filariasis, histoplasma, strongyloides antibodies, FISH for BCR-ABL, and FIP1L1-PDGFR mutations. Due to worsening GERD and pruritis, concern was raised for hypereosinophilic syndrome complicated by eosinophilic esophagitis. She was referred for an endoscopy that yielded multiple negative biopsies. Finally, she was referred to ID to expand the infectious workup given her stay in India.
Her ID physician raised the possibility of chronic adrenal insufficiency, after skillfully eliciting a history of long term steroid use for ITP in India.
This diagnosis was subsequently supported by a random cortisol of 4.1 mcg/dL. After starting prednisone 5 mg PO daily, the diagnosis was further solidified by the patient's claim of improved weakness, arthralgias, myalgias, "greater energy levels" and a normalized absolute eosinophil count of 140 cells/microL. (Fig.1 ).
In accordance with the modified DUKE criteria infective endocarditis was diagnosed and antibiotic treatment with ceftriaxone and gentamicin was started. Control echocardiography six days later showed disease progression with meanwhile severe mitral stenosis due to a floating vegetation measuring 25x12 mm (Fig. 2) . Therefore immediate mitral valve replacement was performed.
Eubacterial PCR of the removed valve and the abscess material was positive and identified 16S-rDNA consistent with Escherichia coli. 
IMPLICATIONS
DESCRIPTION:
Developmentally appropriate QI competencies were identified using an accepted framework. Students were required to identify a quality gap based on their interests or clinical experiences, describe existing efforts to address the gap, make preliminary quantifying measures and make a final presentation proposing an intervention to close the quality gap. Presentations were evaluated with a validated tool for assessing trainee QI proposals (QIPAT-7). Knowledge and attitude surveys were administered at the beginning and end of the curriculum. Reaction to the curriculum was assessed through surveys and a focus group.
NEEDS AND OBJECTIVES:
Systems based practice and practice based learning are key competencies that medical trainees are expected to learn at all levels. Training in quality improvement (QI) has thus emerged as a major focus in medical education. Due to differences in clinical experience and knowledge, trainees at different levels require curricula in QI tailored to their developmental stage. We developed a year long experience-based QI curriculum targeting third year medical students.
EVALUATION: All eight students completed the year-long curriculum.
Working in two groups of four, students successfully identified quality gaps, stakeholders affected by the gap, and identified means to measure whether the gap would narrow as a result of their proposed interventions. Although knowledge about key QI concepts did not change over time, students' attitudes demonstrated a trend towards higher valuation of QI by the end of the curriculum. Finding appropriate projectspecific mentorship was difficult for one group, ("…it was very frustrating to try … to have to find our own mentor"). Assessment of the final projects demonstrated weakness with higher order tasks, but students appreciated the opportunity to share their work, ("Great experience to put [our work] together into a finished product").
DISCUSSION/REFLECTION/LESSONS LEARNED:
A year-long QI curriculum for medical students is feasible, and may improve students' appreciation of the importance of QI. Future efforts to teach QI at this level of training may benefit from increased dedicated didactics to teach key concepts rather than rely on experience based learning, as well as prioritization of early establishment of project-specific mentorship.
Teaching DISCUSSION/REFLECTION/LESSONS LEARNED: Our pilot of structured bedside rounds to teach senior medical students to recognize findings, understand their evidence-based utility, and use assessments to make optimal management decisions was well received and valued by students. Students reported increased confidence in making management decision based on PE findings at the end of the elective. However, improvement in clinical reasoning could not be detected using our assessments, indicating that better calibrated instruments to measure the "synthetic" domain must be developed. 
OBJECTIVES OF PROGRAM/INTERVENTION:
Implement patient navigators (PN) to assist with screening mammography. PNs scheduled and tracked tests to completion, and alerted providers to abnormal results.
Measure the impact of PN on screening rates, aiming to reach the 80% HEDIS benchmark and achieve diagnostic resolution of abnormal tests.
Assess the impact of PN on primary care education. Given the trend towards medical home care models, we focused on teaching housestaff to be team leaders.
FINDINGS TO DATE:
There were a total of 157 females age 50-70 in the resident panels, with an average of 6.5 patients per resident.Of these, 58 were overdue (>24 months), yielding a 63% screening rate.This is well below both the HEDIS benchmark of 80% and the 78% rate in faculty practice panels. We also identified 6 women with past screening abnormalities and incomplete follow up. A total of 73 patients were nearoverdue (>18 months). Of these, 69 were referred by their physician for navigation.After 2 months of navigation, preliminary results reveal 19% have completed mammography, 20% are in the process of completing their care, 26% are undergoing navigator tracking, and 33% did not receive mammography, with the most common reasons being inability to contact (n=11), refusal (n=5), or transfer of care (n=8).Of the 6 women with prior abnormalities, one has had a normal repeat study, one is unreachable, one transferred care, and three are being tracked.
KEY LESSONS LEARNED:
We identified an important gap between expected and actual rates of breast cancer screening among resident practice panels. We implemented the PN model to address this gap. The data-gathering process is ongoing and robust. We learned that residents are interested in quality improvement and learning to work in teams to provide patient care.
